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ABSTRACT 
Eugene Kirzhner: Association of intimate partner violence (IPV) and current modern 
contraceptive use in Nigeria: a secondary data analysis of the Nigerian Demographic Health 
Survey (DHS) VI 2013 
(Under the direction of Lew Margolis) 
Objective 
To characterize the association between intimate partner violence (IPV) and current modern 
contraceptive use among married or partnered women in Nigeria.   
Methods 
Nigeria Demographic Health Survey VI data collected in 2013 were used. The sample was 
restricted to women who were married or partnered at the time of the survey and had existing 
data entries for all questions of interest. Of the 38,948 total female DHS VI respondents, 20,625 
remained in the final sample (52.96%). Descriptive bivariate analysis was done to estimate 
prevalence of five confounders: rural/urban residence, polygamous marriage, woman’s education, 
women’s age, and partner’s education. Finally, the association between IPV and current modern 
contraceptive use was modeled using multivariate logistic regression, controlling for 
confounders.  
Results 
Women who had reported experiences of IPV were found to have 1.37 (95% CI, 1.25-1.50) the 
odds of currently utilizing modern contraceptives, controlling for the other variables. Rural 
residence nearly halved the odds of currently using modern contraceptives (OR: 0.58, 95% CI 
0.53-0.63). Being in a polygamous marriage did not have a statistically significant effect on the 
use of modern contraceptives when IPV was involved. The most important predictor of current 
modern contraceptive use was a woman’s educational attainment, with secondary and post-
secondary education significantly increasing odds of use (OR: 5.64, 95% CI 4.76-6.68 and 6.40, 
95% CI 5.23-7.82). Partner’s educational attainment more than doubled the odds of 
contraceptive use by 2.58 (95% CI, 2.14-3.10) and 2.61 (95% CI, 2.13-3.19) times for those with 
secondary and post-secondary education, respectively. Younger age was the greatest predictor of 
lower contraceptive use; women ages 15-24 had one-third the odds and women ages 25-34 had 
two-thirds the odds of contraceptive use as women ages 35-49, (OR: 0.33, 95% CI 0.29-0.38 and 
0.63, 95% CI 0.57-0.69, respectively).  
Conclusions 
This study adds to the mixed literature in Africa by demonstrating increased contraceptive use by 
women who experience IPV. Further research is warranted to determine the association among 
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unmarried women, as well as to the psychosocial mechanisms by which IPV affects 
contraceptive use, especially in conflict zones.  
Keywords  Intimate partner violence IPV  contraceptive use Nigeria   
 
 
Significance 
What is already known about this subject? While most data from both developing and developed 
countries show a negative association between IPV and current contraceptive use, recent data 
from Africa are mixed. No analysis of DHS VI data from Nigeria has been done to assess the 
association between the two. 
What does this study add? Multivariate analysis of Nigeria DHS VI indicates a slight increase in 
the odds of contraceptive use among women who have experienced IPV, adding to the mixed 
data from recent years. Polygamous marriage has also been shown to not have a significant effect 
on current contraceptive use, in contrast to prior studies. 
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Introduction 
Gender-based violence against women has become recognized as a violation of human 
rights, as well as a serious cause of harm in the economic, social, and health spheres. A subset of 
gender-based violence is domestic violence, defined in the Nigeria Demographic Health Survey 
(DHS) VI 2013 final report as “any act of violence resulting in physical, sexual, or psychological 
harm or suffering to women, girls, or men, including threats of such acts, coercion, or arbitrary 
deprivation of liberty.”1 Domestic violence is also referred to as spousal violence and intimate 
partner violence (IPV), which is the preferred term for this study.  
While IPV can be perpetrated by anyone, including family members, a partner’s relatives, 
clergy, and friends or acquaintances, by far the most common perpetrators are women’s partners 
or husbands.
2
 Of ever-married women who reported experiencing physical violence, 51.0% 
report their current partner or husband as the perpetrator, and an additional 14.8% report former 
spouses or partners as the perpetrators (total 65.8%).
1
 Patterns among reported sexual violence 
perpetrators mirror those of physical violence in Nigeria; 58% of all ever-married women who 
have experienced sexual violence report their current husband or partner as the perpetrators, and 
an additional 22% report former spouses or partners (total 80%).
1
 
 
In the Nigeria DHS VI 2013, nearly one in ten (11%) women reported having 
experienced physical violence in the 12 months preceding the survey and  more than a quarter of 
women (28%) reported having experienced physical violence at least once since the age of 15.
1
 
Overall, 7% of women have ever experienced sexual violence.
1 
Of these victims of violence, 
almost half (45%) have never sought help or told anyone about their experience.
1
 Among ever-
married women age 15-49, one quarter have experienced spousal violence (emotional, physical 
or sexual) committed by their current or former husband/partner at least once, with 19% 
experiencing one of the forms of violence in the 12 months preceding the survey.
1
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Nigeria’s geo-political situation plays a role in security within the country, though the 
precise role of the current conflict in relation to IPV is largely unstudied. An armed Islamist 
insurgency by the US-labeled terror group Boko Haram, which has described itself as a territory 
of the caliphate of the Islamic State, began in 2009.
3
 Since then, the terror group has killed over 
20,000 and displaced 2.3 million people in the northeastern regions of Nigeria, as well as in 
neighboring Niger, Chad, and Cameroon.
3
 The terror group’s propensity for devaluing women 
was highlighted to the world when 276 schoolgirls were kidnapped in 2014, prompting an effort 
spearheaded by First Lady Michelle Obama to rescue the girls.
4
 This incident led to the first 
intense reporting on the situation in northeast Nigeria by Western media sources. Among these 
reports, emerged stories documented by journalists, NGOs, and international organizations from 
girls who have escaped, relating their experiences of being sold as wives or slaves to men, as 
well as IPV in the form of physical, sexual, and psychological abuses inflicted upon them.
5
 Boko 
Haram has made gender-based violence a central tactic in their campaign, often blurring the line 
into IPV since victims are often forced to marry or cohabitate with their abusers and captors. 
Terror analysts have documented three fundamental ways Boko Haram promotes gender-based 
violence and IPV: 1) through coordinated kidnappings of young girls and women, often to be 
used as negotiating pawns and sex slaves or wives; 2) the targeted abuse of Christian women 
through rape, assault, and even forcing their own husbands to commit violence against them; and 
3) the implementation of strict sharia law in territories under their control that allow, and at times 
encourage, physical violence and sexual abuse of women.
6
 Although quantitative data is lacking 
due to the active state of warfare in the region, the regularly documented kidnappings of women, 
rape, and other abuses likely significantly increase the prevalence of IPV in the affected regions.  
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Negative health consequences of IPV can vary from short-term injuries to severe, long-
lasting harms to the health of a woman.
7
 Women in the Nigeria DHS VI reported IPV-caused 
injuries such as bruises, cuts, scrapes, eye injuries, sprains, dislocations, burns, deep wounds, 
broken teeth, broken bones, and other serious injuries.
1
 Further health consequences can entail 
acquiring sexually transmitted infections, chronic pain, physical disability, psychological trauma, 
and substance abuse.
7 
Pregnant women who are victims of IPV face risks not only to themselves 
but to their unborn children. While there is acknowledgment that IPV is a serious and widespread 
problem within Nigeria, addressing its determinants and providing adequate protection in the 
interim for women remains a challenge that has been poorly addressed. 
  
 
Research in developing countries has consistently found that IPV is a risk factor for 
mistimed and unwanted pregnancy, largely through its influence on contraceptive use.
7 
The 
experience of IPV has the potential to constrain contraceptive use through limiting access to 
health services and reducing a woman’s ability to negotiate around sex.8 A number of social, 
psychological, and emotional factors may influence the use of contraceptives among women who 
have experienced IPV. An overwhelming majority of women, 85%, in Nigeria know at least one 
method of modern contraception.
1
 Despite this high level of knowledge, just 15% of married 
women are currently using at least one method of contraception.
1
 This reflects just a 2% increase 
from DHS data collected in 2003, i.e., over the span of a decade.
9
 Of modern methods of 
contraception, Nigerian women prefer injectable contraceptives over other methods.
1
 The unmet 
need in the Nigeria DHS VI is estimated at 16%, a reduction from 20% in 2008.
1
 This relatively 
low unmet need, coupled with a high familiarity with contraceptives, points to a cultural dislike 
or discouragement from using contraception. Several factors may be at play; first, large families 
are looked favorably upon, especially in rural areas. Having many children is seen as the height 
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of masculinity for men and femininity for women, both being highly desired traits in the 
Nigerian culture. Second, larger families may provide for more financial stability in a poor 
country like Nigeria. Third, the high infant mortality rate may encourage families to have more 
children with the belief that inevitably some will die in childhood. Finally, the strong religious 
convictions of both Christians and Muslims in Nigeria, both of which discourage the use of 
contraceptives and encourage large families, play a significant role in shaping the attitudes of the 
population with regard to contraceptive use.  Disparities in contraceptives exist among women 
with lower education levels and in rural areas; much of this is attributed to a higher desired 
number of children. Existing data show that Africa is home to both the highest rates of domestic 
violence in the world and the lowest rates of modern contraceptive use.
10
 
 
The relationship between IPV and contraceptive use is also influenced by the geopolitical 
realities in the region; like many of its neighbors, a significant portion of Nigeria is embroiled in 
conflict. Women in conflict settings typically have less access to family planning and may 
experience greater levels of IPV- a dangerous combination.
7
 Even for those without personal 
experience of IPV, heightened ecological IPV levels may deter women from initiating 
contraceptive use through fear of becoming a victim of IPV by beginning contraceptive use. Men 
in some cultures may perceive contraceptive use, especially if its use is recent or new for the 
woman, to be a sign of infidelity, an attack on the male’s virility, or a deliberate effort to harm 
his social standing by not creating new children.
7 
These considerations are especially relevant in 
Nigeria, which as discussed above, has been plagued by an armed terror insurgency which has 
employed abuse of women as a tool of war.  
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Proposed Framework of Interactions  
Figure 1. 
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Methods 
  This quantitative analysis utilized cross-sectional secondary data from the 2013 DHS VI 
conducted in Nigeria. DHSs have been conducted in more than 90 countries, funded by United 
States Agency for International Development (USAID) with technical support from ICF 
International, using standardized questionnaires and methodologies. 
  Surveys are conducted in partnership with host-country governments and statisticians and 
are approved by local Institutional Review Boards. 
More information about questionnaires and sampling is available at 
http://www.measuredhs.com and in the Nigeria DHS VI final report. As this study involved 
anonymized data from a publicly available data set, the Institutional Review Board of 
Washington University in St. Louis classified it as outside the purview of review. 
Participants and Sampling 
The Nigeria DHS VI is designed to provide data for monitoring the population and health 
situation in Nigeria. The Nigeria DHS VI provides reliable data on: fertility; sexual activity; 
fertility preferences; knowledge and use of family planning; breastfeeding; the nutritional status 
of women and children under age five; childhood mortality; adult mortality (including maternal 
mortality); maternal and child health; HIV/AIDS and STI knowledge, and the use of mosquito 
nets to prevent malaria. Additionally, the survey included testing for HIV, anemia, and malaria.  
Fieldwork for the Nigeria DHS VI took place during the 2013 calendar year. During the 
survey, 38,948 women age 15-49 in all selected households were successfully interviewed.  
The analysis was restricted to all married or currently living with partner women of 
reproductive age (15-49) who completed the domestic violence module and had no missing data 
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for all variables of interest (n= 20,625). The restriction of only women who were married or 
currently living with a partner allowed for the effect of polygamy to be compared to monogamy, 
which would be difficult to do using unmarried or partnered women, as well as to study the 
effect of husband/partner’s education level on current modern contraceptive use. Further, non-
married/partnered women were excluded because of difficulties in creating operational 
definitions of “intimate partner” consistent with existing literature on intimate partner violence, 
as opposed to married or partnered women where the operational definition of intimate partner is 
clearly delineated.  
 
 
Figure 2. Final analysis sample, all married women and experience of any IPV, Nigeria DHS VI 2013 
  
 
 
 
 
 
 
 
 
All women in the Nigeria DHS VI ages 15-49 
N= 38,948 
Ever married or currently living with partner 
N= 27,274 
With information on polygamous marriage status 
N= 27,090 
With information on woman and partner education 
N= 26,855 
With information on emotional, physical and sexual IPV 
N= 20,625 
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Measures 
  All variables included in the analysis were based on respondents’ self-report. All 
instruments in the DHS survey are standardized measures intended for comparison across 
multiple countries, and an extensive process is followed to ensure reliability and validity of 
measures as questionnaires are adapted and translated into the local language(s) for each specific 
country. 
Dependent variables. Current modern contraceptive use.  A new dichotomous dependent 
variable was created to measure the use of current modern contraceptives, coded positively if the 
respondent reported the current use of any modern contraceptive method. Over 15 types of 
modern contraceptive options were available for respondents to choose from, including the pill, 
IUDs, and male and female sterilization.  
Independent variables. Independent variables in the analysis included the three types of intimate 
partner violence (IPV) (physical violence, emotional violence and sexual violence). DHS 
questions used for the IPV variable asked respondents if they had ever experienced the particular 
type of violence (e.g. emotional, physical, etc.)  A new dichotomous independent variable was 
created to measure any IPV, coded positively if the respondent reported ever experiencing any of 
the three types of IPV.  
Confounders. Confounders were selected based on existing evidence, theoretical importance, 
and their association with IPV (see figure 1). Partner’s education and polygamy were chosen 
because of the little data that exists regarding their role in the IPV-current contraceptive use 
relationship in Nigeria. Women’s education and rural/urban residence are well-studied and 
known to be important factors in both IPV and contraceptive use. Residence was a binary 
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variable coded in the data set as urban or rural. The survey assessed the possibility of the partner 
having multiple wives (polygamous marriage) by asking the respondent if her partner had other 
wives or women with whom he cohabited. A binary variable was created to separate respondents 
into those whose partner had no other wives and those who reported the presence of other wives. 
Women’s education attainment and partner’s education attainment were left as originally 
collected in the DHS as no education, primary education, secondary education, and higher 
education. Women’s age was subdivided into three categories: 15-24, 25-34, and 35-49.  
 
Results 
Table 1 presents sociodemographic characteristics of respondents who ever had 
experience of any type of IPV compared with respondents who have not experienced IPV. IPV 
experience was reported by 24.82% (n=5,120) of women. Rural women, who accounted for 
63.86% of the sample, reported similar rates of IPV experience, 24.09%, to their urban 
counterparts, 26.12%. IPV prevalence did not differ between women in monogamous and 
polygamous marriages. Approximately 80.13% of women with post-secondary education 
reported never experiencing IPV, comparable to the percentage of women with no primary 
education who reported never experiencing IPV, 82.27%. Women whose partners or husbands 
had post-secondary education had higher rates of IPV experience than those whose partners had 
no education, 23.54% and 16.60%, respectively. Nearly a quarter of women ages 25-34 and 35-
49 reported experiencing IPV, 26.48% and 25.70%, respectively, while women ages 15-24 had 
the lowest prevalence of IPV at 20.79%.  
Table 2 presents sociodemographic characteristics of respondents who are currently using 
contraceptives compared with respondents who are not using contraceptives. Less than one fifth 
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of respondents are currently using contraceptives (15.88%). As predicted, women in urban areas 
used contraceptives (27.26%) at almost three times the rate of women in rural areas (9.44%). 
Approximately one in ten women in polygamous marriages used contraceptives, while nearly 
one-fifth of women in monogamous marriages did.  Women’s and partner’s education were most 
positively associated with contraceptive usage; women who had no education, or whose partner 
had no education, had usage rates of less than 3%, compared to 36.05% for women who had 
post-secondary education and 28.76% for women whose partners had post-secondary education. 
Even just completing primary school increased usage rates by over six-fold compared to women 
with no education. Age had a large effect on the prevalence of current contraceptive use, with 
just 7.46% of women ages 15-24 currently using a modern form, as compared to 20.48% of 
women ages 35-49. In addition, a chi-squared test was conducted to see the bivariate relationship 
between contraceptive use and IPV; it yielded a statistically significant correlation between 
experiencing IPV and currently using a modern form of contraception, X
2 
(1)=155.47, N=20,625, 
p < 0.001.  
Table 3 presents the results of unadjusted and adjusted logistic regression models 
examining the relationship among experience of IPV and current use of contraceptives. The 
adjusted logistic regression model controlled for place of residence, type of marriage, women’s 
and partner’s level of education, and age. Controlling for confounders, respondents who 
experienced IPV were 1.37 times as likely to report current use of contraceptives compared with 
women who did not experience IPV. In the adjusted model (adjusted for confounders and IPV 
experience), rural women had almost half the odds of using contraceptives as their urban 
counterparts (OR: 0.58, 95% CI 0.53-0.63). Controlling for confounders, women in polygamous 
marriages had 0.74 (95% CI, 0.66-0.83) the odds of using contraceptives as women who were in 
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monogamous unions.  Compared with respondents with no educational attainment, respondents 
with primary education were 3.76 (95% CI, 3.18-4.46) times as likely to report contraceptive use, 
respondents with secondary education were 5.64 (95% CI, 4.76-6.68) times as likely to report 
contraceptive use and respondents with higher education were 6.40 (95% CI, 5.23-7.82) times as 
likely to report contraceptive use. Respondents with partner’s higher education were 2.61 (95% 
CI, 2.13-3.19) times as likely to report contraceptive use compared with respondents whose 
partners have no education attainment. Women ages 15-24 were one-third as likely to currently 
use contraceptives, while women ages 25-34 were two-thirds as likely (OR: 0.33, 95% CI 0.29-
0.38 and 0.63, 95% CI 0.57-0.69, respectively).  
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Table 1. Sociodemographic Characteristics of ever married Nigerian women interviewed 
in the Nigeria DHS VI 2013, Stratified by IPV experience (n=20,625) 
 
 
     IPV experience Total 
 
 
No Yes 
  
 
N % N % N 
 
 
15,505 75.18 5,120 24.82 20,625 
 Sociodemographic Characteristics       
Rural residence 
      No 5,507 73.88 1,947 26.12 7,454 
 Yes 9,998 75.91 3,173 24.09 13,171 
        
Polygamous marriage 
      No 11,931 75.37 3,899 24.63 15,830 
 Yes 3,574 74.54 1,221 25.46 4,795 
  
Woman’s education 
      No education 7,322 82.27 1,578 17.73 8,900 
 Primary 2,760 65.98 1,423 34.02 4,183 
 Secondary 4,036 69.45 1,775 30.55 5,811  
Higher 1,387 80.13 344 19.87 1,731  
Woman’s Age 
 
      
15-24 
    25-34 
35-49 
3,970 
6,138 
5,397 
79.21 
73.52 
74.30 
1,042 
2,211 
1,867 
20.79 
26.48 
25.70 
5,012 
8,349 
7,264  
Partner’s education 
      No education 6,145 83.40 1,223 16.60 7,368 
 Primary 2,631 67.34 1,276 32.66 3,907  
Secondary 4,384 69.78 1,899 30.22 6,283  
Higher 2,345 76.46 722 23.54 3,067  
      
  
Source: Nigeria Demographic Health Survey VI 2013. 20,625 N = frequency; % = percent.  
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Table 2. Sociodemographic Characteristics of ever married Nigerian women interviewed 
in the Nigeria DHS VI 2013, Stratified by current contraceptive use (n=20,625) 
 
 
     Current contraceptive use Total 
 
 
No Yes 
  
 
N % N % N 
 
 
17,349 84.12 3,276 15.88 20,625 
 Sociodemographic Characteristics       
Rural residence 
      No 5,422 72.74 2,032 27.26 7,454 
 Yes 11,927 90.56 1,244 9.44 13,171 
        
Polygamous marriage 
      No 13,032 82.32 2,798 17.68 15,830 
 Yes 4,317 90.03 478 9.97 4,795 
  
Woman’s education 
      No education 8,644 97.12 256 2.88 8,900 
 Primary 3,383 80.87 800 19.13 4,183 
 Secondary 4,215 72.53 1,596 27.47 5,811  
Higher 1,107 63.95 624 36.05 1,731  
 
Woman’s Age 
   15-24  
   24-35 
   35-49 
 
Partner’s education 
4,638 
6,935 
5,776 
 
 
92.54 
83.06 
79.52 
 
 
374 
1,414 
1,488 
 
 
 
7.46 
16.94 
20.48 
 
 
 
5,012 
8,349 
7,264 
 
 
 No education 7,162 97.20 206 2.80 7,368 
 Primary 3,163 80.96 744 19.04 3,907  
Secondary 4,839 77.02 1,444 22.98 6,283  
Higher 2,185 71.24 882 28.76 3,067  
      
  
Source: Nigeria Demographic Health Survey VI 2013. 4,936 N = frequency; % = percent. *p-value from 
the Pearson chi-square test. 
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Table 3. Crude and Adjusted Odds Ratios and 95% Confidence Intervals for Intimate 
Partner Violence and Current Contraceptive Use among Nigerian women interviewed in 
the Nigeria DHS VI 2013 (n=20,625) 
 
 
Current Contraceptive Use 
  
Crude 
OR (95% CI) p 
Adj. 
OR (95% CI) p 
Experience of IPV 
      No --- --- 
    Yes 1.66 (1.54, 1.80) ***     1.37       (1.25, 1.50) *** 
 
Rural residence 
      No --- --- 
 
--- --- 
 Yes 0.28 (0.26, 0.30) *** 0.58 (0.53, 0.63) *** 
 
Polygamous marriage 
      No --- --- 
 
--- --- 
 Yes 0.52 (0.47, 0.57) *** 0.74 (0.66, 0.83) *** 
 
Woman’s education 
      No education --- --- 
 
--- --- 
 Primary 7.98 (6.90, 9.24) *** 3.76 (3.18, 4.46) *** 
Secondary 12.79 (11.15, 14.66) *** 5.64 (4.76, 6.68) *** 
Higher 19.03 (16.25, 22.30) *** 6.40 (5.23, 7.82) *** 
 
Woman’s age 
    15-24 
    25-34 
    35-49 
   0.31 
   0.79 
      --- 
(0.28, 0.35) 
(0.73, 0.86) 
--- 
*** 
*** 
 
0.33 
0.63 
--- 
(0.29,0.38) 
(0.57, 0.69) 
--- 
*** 
*** 
 
 
Partner’s education 
      No --- --- 
 
--- --- 
 Primary 8.18 (6.97, 9.60) *** 2.66 (2.21, 3.21) *** 
Secondary 10.37 (8.93, 12.06) *** 2.58 (2.14, 3.10) *** 
Higher 14.03 (11.97, 16.45) *** 2.61 (2.13, 3.19) *** 
Source: Nigeria Demographic Health Survey VI 2013.    **p<0.05,***p<0.01, OR = odds ratio, CI = 
confidence interval, Adj. = Adjusted Odds Ratio, Adjusted Odds Ratio represented the odds ratio when 
controlling for all variables 
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Discussion 
Despite overwhelming evidence from developing countries pointing to a relationship 
between IPV and reduced contraceptive use, recent studies from Africa remain mixed, with some 
studies reporting increased use of contraceptive with experience of IPV. This analysis of the 
association between IPV and current contraceptive use in Nigeria indicates a positive 
relationship between experience of IPV and current contraceptive use; in other words, married or 
partnered women in Nigeria who have experienced IPV are more likely to be currently using 
contraception than those who have not reported an experience of IPV.  This study contributes to 
the emerging body of new literature in the developing world which has shown that IPV 
experience can yield either no association with current contraceptive use, or positive association, 
in contrast to the earlier evidence pointing to lower odds of contraceptive use among women 
with experience of IPV. 
Because these findings differ from those in other developing countries and are part of an 
increasing conflicted body of literature about contraceptive use and IPV in African countries, the 
results may arise from a difference in study designs, or may point to a non-homogenous 
association between the two variables that is highly context specific. The conflict present in parts 
of Nigeria and the associated resettlement of many women from the conflict-torn areas may be 
an important vehicle in driving these differing results.  
Despite the general validity of the DHS VI survey data, the response rate for the IPV 
questions was only 52.96% (20,625 out of 38,948), meaning that almost half of women did not 
provide answers regarding their potential IPV experiences. This low response rate is partly 
attributable to the sensitive nature of IPV and questions surrounding it. The protocol in place for 
DHS VI ensured that “[t]he domestic violence module was implemented only if privacy could be 
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obtained.” If it were not possible to obtain privacy, interviewers were “instructed to skip the 
module…and end the interview.”  While in theory obtaining privacy may solicit more 
forthcoming results, women may be afraid to truthfully answer if their abuser is present at home, 
even in a different room. Another issue in the collection of the IPV data is the cultural 
acceptance within Nigeria of certain forms of violence, which are often internalized by women 
as normal patterns of acceptable male/partner behavior. Thus a woman may not report IPV if she 
believes that a husband has the right to slap his wife for disobedience and that this violence was 
“nothing out of the ordinary.”  The DHS report noted that while its “approach to questioning is 
generally considered to be optimal, the possibility of underreporting of violence cannot be 
entirely ruled out in any survey.”  
As predicted, place of residence was a major predictive factor in the use of contraceptives 
among women who reported exposure to IPV. Living in rural Nigeria almost halved a woman’s 
odds of using contraception (OR: 0.58, 95% CI 0.53-0.63). Several factors may work 
synergistically to lower rural Nigerian women’s use of contraceptives. First, in addition to the 
low levels of contraceptive use in general throughout the country, conflict and poverty may 
exacerbate the inability of rural women to access contraceptives. Targeted interventions for 
married or partnered women experiencing IPV should concentrate on increasing accessibility of 
contraceptives and promoting education in rural areas. It is noteworthy that IPV prevalence 
differed little between urban and rural areas, in contrast to the hypothesis that it would be greater 
in rural areas. While undoubtedly the unmet need for contraceptives in Nigeria is significant, low 
usage is also highly influenced by cultural norms in these regions. Women’s, as well as their 
partners’, social status is directly linked to the number of children they have, thereby dis-
incentivizing contraceptive use. This may explain why just 7.26% of women ages 15-24 report 
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currently using contraception, as well as why the odds of contraceptive use among this age group, 
when controlled for all confounders, were one-third that of women ages 35-49. Older women are 
likely to already have several children and therefore not have as strong an incentive, socially and 
economically, to have additional children as younger women may have. In addition, with high 
infant mortality rates as well as conflict-related casualties, having a significant number of 
children assures families of economic and food stability and provides the elderly with guarantees 
of care in old age.  
Some existing literature associates living in a polygamous marriage with higher rates of 
IPV. No studies could be found, though, that examined the association between polygamous 
marriage and current contraceptive use. The DHS VI Nigeria data indicated no significant 
disparities in IPV prevalence among women who were in polygamous marriages, although being 
in a polygamous marriage did decrease contraceptive use in comparison to monogamous 
marriages. Further stratification would be needed to determine overlap between higher 
polygamous marriage prevalence in rural vs urban areas and if that affects distribution. Potential 
reasons for lower contraceptive use among women in polygamous marriage may be lower rates 
of women’s empowerment among polygamous wives, as well as a desire to win the husband’s 
favor over other wives by providing him with more children.  
Finally, the greatest predictors of contraceptive use among women with experience of 
IPV were the woman’s and partner’s education level. Increasing education by each respective 
party greatly increased the levels of contraceptive use. Promoting both boys’ and girls’ education, 
at least to completion of primary school, should be an integral part of any family planning effort 
in the Nigeria. 
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Limitations  
One limitation of this analysis is that it did not consider the potential psychosocial and 
ecological mechanisms by which contraceptive use can affect IPV. Some literature suggests that 
men may increase violence towards their partners when they find out they are using 
contraceptives, either openly or in secret.  This relationship is important to shed light on these 
results, especially given the conflicted data emerging from the African continent, but is not 
possible to assess in this type of cross-sectional design.  
A greater limitation is that this study was based on cross-sectional studies from DHS and 
thus cannot be used to infer causal relationships. The exclusion of women who are not partnered 
or married creates a significantly smaller sample that is not wholly representative of the female 
demographics of Nigeria.  Further, in conflict zones such as the ones in northeast Nigeria, 
temporary arrangements, prostitution (forced or voluntary), and capture may all confound the 
measures of marriage and partnerhood used in this analysis. Further, the cross-sectional data 
does not provide the ability to measure the frequency of IPV, exactly when it was experienced, 
or by whom. This study was therefore unable to explore whether IPV experienced many years 
ago has a similar effect on contraceptive use as recent IPV experience, as well as whether IPV by 
a previous partner affects contraceptive use differently than IPV from a current partner.  
Finally, these findings may have limited generalizability. The low number of women 
currently using contraceptives in Nigeria is partially indicative of poor family planning access. In 
locations with greater access, data may point to a different association between experience of 
IPV and current contraceptive use.  
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Conclusions 
Despite these limitations, this analysis contributes to the topic by building upon previous 
studies on IPV and contraceptive use using the most recent DHS data from Nigeria. While most 
developing countries show a negative relationship between IPV and current contraceptive use, 
recent studies from Africa have yielded mixed, and often contradictory, results. The relationship 
between IPV and contraceptive use was analyzed using a national dataset, controlling for 
polygamy and partner’s education. The Nigeria DHS VI data yielded an increase of the odds of c 
contraceptive use among women who reported experience of IPV. These results suggest that 
efforts to improve family planning utilization in Nigeria should focus on servicing rural areas, 
improving education for both girls and boys, targeting young women under age 35 for 
contraceptive access, and addressing the unique needs of women who have been victims of IPV, 
which may include counseling and other types of medical and psychological therapy. 
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